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Based on a State Monitoring Survey completed on
May 16, 2023, at Bedford Skilled Nursing and
Rehabilitation Center, it was determined that the
facility was not in compliance with the requirements
of the 28 PA Code, Commonwealth of
Pennsylvania Long Term Care Licensure
Regulations as it relates to the Health portion of the
survey process.
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§ 211.12(i) Nursing services. Completion
The facility did self identify and Date:

(i) A minimum number of general nursing care hours report via the event reporting system 06/20/2023
shall be provided for each 24-hour period. The total that direct hands on care was below Status:
number of hours of general nursing care provided in each a 2.7 on May 14, 2023. APPROVED
24-hour period shall, when totaled for the entire facility, be The Administrator, Director of Date:

a minimum of 2.7 hours of direct resident care for each Nursing, Scheduler and Human 05/24/2023
resident. Resources Designee will conduct

routine staffing review meetings to
This REGULATION is not met as evidenced by: review previous day staffing hours
and census as well as projection for
upcoming days. If staffing levels are
below, facility to reach out to current
staff and local agencies to assist in
meeting 2.7 hours of direct hands on
care.

Facility to continue to offer
incentives to encourage staff to pick
up vacant shifts and call offs.
Routine staffing meetings review of
direct nursing hours to be reviewed
with the facility Regional Market
Director. Findings to be submitted
to the Quality Assurance Committee
for review and recommendations to
ensure compliance.
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Based on review of information submitted by the
facility, as well as staff interviews, it was determined
that the facility failed to provide the required
minimum number of nursing care hours of 2.7 hours
of direct resident care for each resident for one of
one days reviewed.

Findings include:

A report submitted by the facility, dated May 15,
2023, indicated that on May 14, 2023, staffing
provided was at 2.6 hours of direct resident care
due to staff call offs.

Interview with the Director of Nursing on May 16,
2023, at 3:23 p.m. confirmed that nursing care
hours were below the required 2.7 hours per
resident on that day due to staff call offs, and they
were unable to obtain staffing to cover the call offs
to meet the minimum staffing requirement.
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